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Sir William Beveridge, whose report on 


- social services now forms the basis of 


much political activity, has said that the 
private practice of medicine will be 
greatly reduced, and eventually will be 
er replaced by a State medical 
service. What is this flimsy thing called 
— practice that has been all but 
; away by the idle breath of one 
man 

The private practice of medicine is not 
the concern of doctors only, but of 
patients also and their friends. It is a 
partnership in which the doctors provide 
the technical administration and _ the 

tients and their friends the civil and 

cial administration. Private prac- 
tice is a vigorous going concern which 
has been built up through long centuries 
of hard and cumulative endeavour by 
patients and doctors working together. 


Assets 


The assets of private practice are 
counted not in millions but in hundreds 
of miliions of pounds. They include: 
1) The capital value of all the Volurtary 

pital buildings in the country. (2) 
funds of all the voluntary 
hospitals. (3) The capital value of all 
medical schools. (4) The enormous 
capital value of the goodwill of this great 
work, because it is actively and continu- 
ously producing results. 

There is a common but erroneous 
belief that doctors have a vested interest 
im private practice. Apart from their 

and personal equipment doctors 
own no property in private practice. All 
ownership is public. When a doctor buys 
a general practice he buys goodwill only 
—a very abstract entity. | His success 
depends not on his own opinion of his 
work but on the approval of the people 
whom he serves. Specialists own no part 
of the property of voluntary hospitals. 
Usually the work done by specialists in 
these hospitals is voluntary and unpaid. 
Their reward consists in training to do 
highly skilled work, and appointments 
which assure the public that they are 
competent to do their special work in 
Private. The voluntary hospitals are 
owned and controlled by the people 
whom they serve, acting through lay 
committees or governors. Private prac- 
tice is, therefore, a completely democratic 
system ; to establish a 100% State medi- 
cal service would convert a democratic 
into a bureaucratic system. 


Organization - 
The organization of private practice is 
Rational in scope. It has branches in 
every city, town, and village in the 
country, and practically no British citizen 
goes through life without coming in con- 
fact with it and being grateful for its 


activities. This organization was not built 
on ideological theories, but was evolved 
under the stern discipline of practical 
experience; its great wealth and its 
sound structure give it immense power. 
The ethics of medicine have enabled the 
power and the resources of private prac- 
tice to be devoted solely to the advance- 
ment of medicine. Politicians do not 
share the ethical code of medicine. The 
danger of handing over control of the 
wealth and power of private practice to 
poeeee is very grave and very obvious. 

ubtless they would like to see the 
health of the people improved, but it is 
not their single-mind purpose. Sir 
William Beveridge showed them that they 
must have control of medical certification 
in order to control the outgoings from 
social security funds, and they agreed. 
This has nothing to do with the advance- 
ment of medicine, but it possesses great 
possibilities for exerting political power 

pressure. 


Ethical Aspects 

The_basis of the ethics of medicine is 
the relationship between the doctor and 
the patient, who, in his distress, is very 
dependent on the sympathy and good 
faith as well as the skill of his doctor. 
The normal work of the public health 
doctor requires a quite different approach. 
The comniunity or State is interested far 
more in diseases than in patients; it is 
statistically interested in epidemic diseases 
and those which cause greatest loss 
of working hours. When it moves at all 
it tends to establish clinics—tuberculosis 
clinics, clinics for ante-natal supervision, 
child welfare, etc.; it prefers to deal with 
people in the mass in schools, health 
centres, and factories. This is the im- 
portant facet of medicine studied under 
the title of “State medicine.” It is the 
legitimate and natural attitude to medi- 
cine of the State and of the State medical 
officer, but it is not the attitude of the 
private practitioner nor of the private 
patient. Not only does a sick person 
take an individual view of his illness, but 
the effects of the same disease on different 
people vary more widely than the effects 
of the same hat on different women. A 
State medical service designed to replace 
private practice is almost a contradiction 
in terms. The divided loyalty of a public 
servant attending a private citizen would 
require a new and very difficult code of 


ics. 

The present crisis displays two weak- 
nesses in the organization of private prac- 
tice. First, in spite of earnest endeavour 
and great generosity on the part of 
patients and their friends, and in spite of 
much altruistic service on the part of 
doctors, funds, large as they are, are not 
sufficient to meet the needs of 
Secondly, though private practice is 
national in scope its organization is not 
integrated or coherent on either the civil 
or technical side; each city, town, and 
village, rich or poor, is left to provide for 
itself, and there is uneven distribution of 
services. Financial stringency is not in 


itself serious, for it is typical of every 
expanding business. It would be a sign 
of decadence if the private practice of 
medicine had no overdraft at the 
bank. Nor is the lack of centralized 
control really serious, for local control, 
at least of funds, has many advantages. 
Power, for instance, is not concentrated 
in a few hands. Mistakes made by central 
authority affect the whole country ; mis- 
takes made by a local body affect a small 
part of the system only and are more 
easily corrected. ; 

These two weaknesses are not serious 
in themselves and are under a continuous 
pfocess of correction by evolution, and 
experience, but they have become grave 
at the present time, for they have given 
the politicians their excuse for demanding 
that they shall take control; they 
threaten a revolution that will destroy 
much that has proved its value in evolu- 
tion. It has become urgently necessary 
for doctors and their patients, actual and 
potential, to remedy the weaknesses of 
private practice and so prevent the in- 
trusion of politics into medicine. Doctors 
already have an organization to supervise 
the technical and ethical aspects of medi- 
cine. No part of its work has hitherto 
been political because politics have no 
important part to play in medicine. 
Patients are practically unorganized save 
for the voluntary hospitals committees, 
which, like the doctors, have . suddenly 
been plunged into unwonted and wasteful 
political activity by the threats of the poli- 
ticians to take control of their work and 
wealth. 

A plan to improve the organization and 
strengthen the finances of private medical 
services is urgently required. These 
services require to be, and can be, 
quite clearly defined. They are the per- 
sonal and hitherto strictly private services 
rendered to individual persons and 
families by, or under the personal super- 
vision of, doctors whose names are on 
the Medical Register. They are quite 
Gistinct from community or public health 
services, which, under the title of “ State 
medicine,” are the proper province of 
State or public health authorities and are 
not provided by private practice. The 
centralized organization that is suitable 
for public community services is not 


apparently suitable for the nal ser- 
I to private citizens. Had it been . 
towards 


suitable, at least some pr 
central organization would have been 
made before now. Probably the inte-— 
gration of medical services should be 
planned from the periphery inwards 
rather than from the centre outwards, 
first importance being given to the needs 
and wishes of the patients, and secondary 
importance to the needs or the uniformity 


. of the system. 


Every citizen without exception is 
liable to incur debt for medical services 
suddenly and unexpectedly, and often 
when he is least able to pay for them. 
The cost of medical services. would, 
therefore, be appropriately provided for 


insurance. Healthy persons may often 
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~ 


SUPPLEMENT 10 
British MepicaL = 


be unwilling to insure against sickness ; 
compulsory insurance, therefore, is justi- 
fiable even in a free country. Hundred 
per cent. health insurance is desirable 
combined with 100% private, not State, 
medical service. The State has hitherto 
given little help to private practice, which 
has achieved much and is extending its 
services rapidly. The aim of sincere poli- 
ticians is to extend the benefits of private 
practice to those who cannot afford to 
pay for them. Private practice, which is 
already owned and controlled by. the 
public (doctors being paid only for ser- 
vices rendered and drawing from it no 
unearned income), already has the organi- 
zation, and only needs additional funds 
and personnel to extend the full benefits 
of medicine to everyone. The introduc- 
tion of a State-controlled medical service 
would be revolutionary, inappropriate, 
experimental, expensive in administration, 
and is quite unnecessary. 

As I pointed out at the beginning the 
private practice of medicine is a partner- 
ship between doctors and patients (actual 
and potential), in which the responsibility 
of doctors is for the technical administrh- 
tion, that of the patients is for the civil 
and financial administration. 
tinction is observed in the conduct of the 
voluntary hospitals. A lay committee of 
governors controls the civil and financial 
administration, while the doctors advise 
on technical aspects. These two aspects 
of medicine are complementary but quite 
distinct, and in many ways opposite or 
reciprocal to one another, like the right 
and left hands of the same body. The 
patient requires services ; the doctor pro- 
vides them. The patient is the employer, 
the doctor his servant. The patient 
vaguely demands that-he be enabled to 
keep or regain his health and is willing 
to bear the cost; the doctor studies the 
practical means to that end. The patients, 
though desiring the best possible health 
services, have still to weigh their cost in 
time, attention, and money against that 
of other necessary things, and put a limit 
on expenditure. The doctor’s duty, in 
the first place, is to study all health 
measures and techniques regardless of 
cost, then to state clearly their relative 
values in alleviation of human suffering, 
thus enabling the patients to select the 
immediately attainable from the remotely 
attainable, the urgently necessary from 
the ultimately desirable. 

The following plan will be described in 
the first place as though it included every- 
one. Its scope, if co-operation of the 
Government could not be obtained, will 
be discussed later. 


The Plan 


_ Assuming the principle of 100% health 
insurance (already accepted by all parties 
in politics) to be operative, the organiza- 
tion of private or personal health services 
would be in two parts: (a) the civil 
administration conducted by a series of 


_ lay committees elected by subscribers ; 


(6) the technical admunistration con- 
ducted by a parallel series of medical 
committees. The service would be 
organized at four levels by: (1) local 
lay health committees and local medical 
committees ; (2) district la 
mittees and district medical committees ; 
(3) regional lay health committees and 
regional medical committees ; (4) a com- 
bined national health council. 

The local lay health committees would 
be elected at general meetings of all the 
subscribers in a rr which would be 
defined geographically for convenience, in 
extent by the number of subscribers resi- 


This dis- 


health com- . 


dent in it, and technically by its proximity 
toa hospital. 

All the general ctitioners in the 
locality would toget form local 
medical ‘committee, which would be 
responsible for advising the subscribers 
and their committee about the medical 
needs of the locality—e.g., general prac- 


titioner hospitals, nursing homes, mater- . 


nity homes, clinics, diagnostic centres, or 
other desirable things—and the cost of 
them. The lay committee would then be 
responsible for adopting, modifying, or 
rejecting the advice of the medical com- 
mittee, and for providing the necessary 
funds and directing the civil administra- 
tion of the final plan. A fixed proportion 


of the premium income from the locality _ 


would be at the disposal of the local 
health committee, who would account to 
the subscribers, not to any central 
authority, for their, expenditure. Rural 
localities would have a larger proportion 
of their insurance premiums devoted to 
their local needs than urban localities, to 
meet the relatively greater costs of smaller 
hospitals and of general practitioner 
services. These local committees would 
be a new development ; they would serve 
to stimulate the interest of the whole 
population in their own health services, 
and would bring general practitioners 
together for valuable co-operation— 
valuable to themselves and to their 
patients. 


The local lay health committees of a- 


district would meet together to co- 
ordinate their work and to elect or 
approve representatives to a district lay 
health committee, which would usually 
be in charge of the civil administration 
of one or more large hospitals. These 
district committees, besides co-ordinating 
(but not controlling) the work and ex- 

nditure of the local committees, would 
ave at their disposal a further fixed pro- 
portion of the premium income of all 
subscribers in the constituent localities. 
The localities would thus be affiliated to 
the hospitals on which their specialist 
services would be based and to which 
they would send their difficult cases. Out 
of the funds at the disposal of these com- 
mittees would be paid the costs of district, 
as distinct from local, medical services, 
including the equipment and running 
expenses of the hospitals and the salaries 
of the medical and nursing staffs. The 

yment of specialists would probably 
= a matter of national policy, but the 
number and nature of the appointments 
in any district would be under the con- 
trol of the district health committees, 
medical and lay. The district lay health 
committees would also administer the 
capital funds at present owned by the 
voluntary hospitals, and establish capital 
and sinking-fund accounts and borrow, 
on the security of their assured income, 
for further building and development. 


‘They would receive legacies and encour- 


age local generosity and enthusiasm to 
provide funds over and above the pre- 
mium income. The present voluntary 
hospitals committees would be the natural 
fathers of the district committees ; 
know their work and love it. , : 
District lay and medical committees of 
a region would meet and elect or approve 
representatives to regional lay and medi- 
cal committees, whose work would be 
tively the civil and technical co- 
ination of the medical services of 
large regions of the country. They also 
would have control of funds from. the 
premium income, and would administer 
special hospitals, sanatoria, convalescent 
homes, and institutions perhaps for the 


res 
or 


admission of chronic cases, the aged and 
infirm. Finally, the opens lay and 
medical committees would meet and elect 
or approve representatives on the 
national health committee, which would 
decide matters of national policy. 

The vast majority of committee mem- 
bers would give voluntary service and 
enjoy the work ; the great expense of an 
administrative staff such as a centrally 
controlled State service would require 
would be avoided. The allocation of 
funds to local, district, and regional com- 
mittees would decentralize the control of 
detailed. expenditure and greatly simplify 
and reduce the cost of keeping accounts; 
the accounts of the various committees 
would 
falsification would be nearly impossible. 

A central authority tends to simplify 
its control by. standardization of method - 
the various committees here suggested 
would adapt medical services to their 
particular needs, and a great variety of 
methods would be tried out and their 
value estimated. The n is, therefore, 
suitably flexible to deal with so acti 
growing and evolving a subject as medi- 
cine. A mistake made by any one com- 
mittee would affect a part of the system 
only, and would be reparabie, whereas 
a mistake made by a central authority 
would affect the whole system and would 
often require to be bolstered up by 
further inappropriate action. Personal 
health services have not yet been subject 
to central control, and no experience of 
such working is available ; mistakes will 
be inevitable. 


Finance 


The finances of the health insurance 
= would be managed by a national 

Ith insurance corporation, which 
would collect all premiums and would be 
responsible for the actuarial and statistical 
work on which the solvency of the 
scheme would depend. This corporation 
would guide the national council in its use 
of the funds available, and keep the 
accounts of the various committees with 
the scheme. On the security of it 
assured income it could borrow at low 
rates of interest and allocate funds for 
building and other capital expenditure 
to the various committees. It would have 
no ownership or control of 


airs. 

Several rates of ye could be 
made available. A low premium: could 
be related to family income and abili 
to pay rather than to actual cost. M 
peste is owned by the voluniary hor 
pitals which has been given for charitable 
purposes and must continue to be used 
to help those who are unable to help 
themselves. This premium would requite 
disclosure of income. A standard rate 
of premium would entitle subscribers 
all necessary medical care administered 
with full efficiency but also with strict 
economy, as in the large wards and out 
patient departments of the present hos 
pitals. A third rate of premium y 
meet the costs of private clinics wilh 
small wards and small rooms administered 
comfortably but without extravagance 
General practitioner treatment would, 
course, be similar on all rates of 
mium. Probably admission to hospital of 
nursing home should not be absolutely 
free. ople have to be fed at home # 
well as in hospital. Considerable a& 
ustments of premium could be a 

if individual subscribers undertook es = 4 
£1, £2, £3, or more a week if and ’ 
they became in-patients. Apart from 


these definite prearranged charges thet } 
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would be no extras; medicines, dress- 

and treatments used in hospital 
would be free of charge to the patient. 
The cost of drugs and medicines should 
normally be a small item, and should not 
be included in the health scheme, but a 
fund could be established out of which 
the cost of specially expensive yet neces- 
sary medicines and surgical appliances 
would be paid. Restricted prescribin 
and an expensive staff for costing —_ 
checking prescriptions would thus be 


a . 
A very rough estimate of the cost of 
the plan can arrived at by allocatin 
fi per annum per person for the genera 
practitioner's fee, £1 per annum for 
jalist fees, £1 per annum for hospital 
and nursing expenses, and £1 per ennum 
for capital and development expenditure, 
for administrative costs, and for research, 
making a standard premium of £4 per 
annum = per rson. Bachelors and 
childless couples could be required to 
pay more, and large families a lot less, 
per head, regard being given to the 
relation between the family income 
the number of dependants. A _ self- 
rting scheme of this sort would 
relieve the Government of much _ re- 
sponsibility and expense. A strong claim 
for premiums to be paid free of income 
tax could be put forward. Exemption 
from tax at 6s. in the £ would reduce a 
£4 premium to £2 16s. 


Private Practice and a State Medical Service 


Everyone is agreed that actual ad hoc 
treatment of disease should be available 
to all, rich or poor. But medical ser- 
vices cost money and a se are 
unable to pay for them, t, because 
work is not available for all, and, 
secondly, because the wages structure of 
industry is so grossly out of relation to 
the value of work done that even hard 
work at essential tasks leaves many men 
unable to provide food, clothing, hous- 
ing, recreation, and medical services for 
their families. The absurd spectacle 
results of wage-earners being robbed by 
employers, who are robbed in taxation 
to provide so-called social services for 


workers who could quite well provide for © 


their own needs, as “ middle-class” 


‘people do, if only they got the wages 


they earned. The elaborate and expen- 
sive administrative mechanism of the two 
robberies and the restitution is ludicrous. 
The social services are financed by (1) 
workers’ contributions which acknow- 
ledge the essentially personal nature .of 
the services ; (2) employers’ contributions 
which are a frank admission of 
robbery No. 1; and (3) the State contri- 
butions which, being paid out of taxes, 
tacitly admit robbery No. 2 and condone 
robbery No. 1. Clearly if the workers 


-had-not, in fact, earned the money in- 


volved they would not be worth this 
expense, and the contributions of the 
employers and of the State could not and 
would not have been payable: they 
would have caused national bankruptcy. 
It is apparently the intention of the 
Government to establish a State owned 
and controlled personal medical service 
in order to hand out medical services as 
wages in kind to the underpaid workers 
of the country. Other wages in kind 
are “free” education, “free” milk, 
and “free” meals in schools as well as 
free” medical services. Thus 
under-dog is kept under, for he gets his 
Kee but has no choice in the spending 
of his earnings. The “truck” system, 
declared illegal by Parliament in* 1831, 
1887, and 1896 because it interfered with 


the freedom of the labourer, is being 
reintroduced on a gigantic scale imme- 
diately after a war has been won for 
personal freedom against State dictator- 
ship. It is a solemn duty of medicine 
at the present time to preserve.the demo- 
cratic system of private practice, and not 
to condone, let alone sell out all med.cal 
services to make easy, this reintroduction 
of the “ truck ” system. 

It is clear that, pending a more funda- 
mental solution of the problem of un- 
deserved poverty in a prosperous land, 
the Government could pay into some such 
health insurance scheme as above de- 
scribed the premiums of those unable to 
pay their own. Then the whole of the 
medical services of the country could be 
organized under one system. If, how- 
ever, the Government is irrevocably com- 
mitted to the institution of a State 
personal medical service, or is anxious to 
obtain political power over the people 
by this means, it is still possible to pre- 
serve private practice by integrating its 
activities along the lines, described. Two 
health insurance services could work side 
by side, as in fact they are working now, 
one State-controlled, the other a private 
service. The State service would be 
based on an extended application of the 
a panel system, and specialist and 

ospital services would be based on the 
large rate-supported hospitals and such 
other smaller hospitals and health centres 
as the Government saw fit to build and 
maintain. It would probably be financed 
by workers, employers, and Government 
contributions on the robbery and restitu- 


_ tion plan now in operation. 


The pfivate plan would be entirely 
supported by the subscribers to it and 
would be entirely under their control. It 
would be based on present private prac- 
tice, and specialist and hospital services 
would be provided by voluntary hos- 
ge private clinics, and nursing homes. 

private health insurance scheme 
would be as closely co-ordinated with the 
State scheme as complete financial and 
administrative would allow. 
The committees of the private services 
would 
parallel State service committees. General 
practitioners would ‘usually attend 
patients under both services and maintain 
family-doctor tradition so far as 
clinics for this and that disease would 
permit. State patients would, of course, 
go to State hospitals, while private 
patients would go to the voluntary hos- 
pitals, private clinics, and nursing homes. 
At the hospital level, if State and volun- 
tary hospitals were widely separated, the 
State hospital would have a private wing 
and the voluntary hospital a State wing. 
Each service would pay the otber for 
services rendered, would share the 
cost of laboratories, x-ray plants, etc., 
used in common. Specialists working 
mainly in one service would not be de- 
barred from accepting part-time appoint- 
ments in the other. It would often be 
important, in spite of difficulties of pay- 
ment, to arrange that the services of 
ialists should be available to all 

of patient. At the regional level 

it would often be convenient for the two 
services to combine in the building and 
administration of special hospitals, 
colonies for tuberculous patients, re- 
habilitation centres, convalescent camps, 
etc. 4 

Three ways of solving his health 
problems would be open to each indivi- 
dual: (1) he could pay into and make use 
of the State service; (2) he could pr’ 
into and make use of the private ser- 


co-ordinate their work with . 


vice, with a varied choice of premium ; 
(3) he could pay into the State service 
as a sort of tax, but make his own 
arrangements for medical attention. It 
would not be unreasonable to hope that 
the ee system would gradually 
incl a larger and larger proportion of 
the people as the relation of wages to the 
value of work done improved, and that 
eventually public authority would be con- 
cerned ae with impersonal, community, 
public health services, and not at all with 
the eg personal and private services 
rendered by doctors to individual citizens. 


INSURANCE ACTS COMMITTEE 


A _ meeting of the Insurance Acts Com- 
mittee was held on October 4, Dr. E. A. 
Gregg presiding. Dr. H. H. D. Suther- 
land was welcomed to the committee as 
a direct representative for London in 
place of Dr. F. Gray, who has been 
elected to the committee by the. Annual 
Representative Meeting. A letter was 
received from Dr. L. J. Picton resigning 
his membership on account of ill-health. 
The chairman said that this resignation 
was received with very great regret, for 
Dr. Picton in the course of many years 
had contributed much Valuable counsel. 
It was resolved that a letter be sent to | 
him, expressing sympathy in his illness 
and gratitude for his distinguished~ 


services. 
Certification 


The chairman reported on various 
matters which had been further discussed 
with the Ministry df Health, in some 
cases with a fruitful result. The Minister 
proposed to amend the medical certifica- 
tion rules so that special intermediate 
certificates may be given at intervals of 
not longer than eight weeks (instead of 
four weeks as at present) after six 
months’ continuous incapacity, the con- 
dition being, of course, that the patient 
did not require treatment at more fre- 
quent intervals than those specified. The 
Minister did not feel justified in agreeing 


Dr. Howie Wood ‘suggested that a pro- 
test should be made to the Ministry 
at the delay between the first representa- 
tions made on this subject and the conces- 
sion now announced. In that interval 
thousands of certificates had had to be 
given unnecessarily by doctors, and this 
during the most difficult period of the 
war. The chairman thought that in fair- 
ness it should be stated that this amend- 
ment was the result of the last represen- 
tation made three months ago. The 
Ministry had had to persuade or over- 
rule the societies. 


References to Tuberculosis Officer 


The circular letter on the subject of 
tuberculosis issued by the Ministry to 
local authorities on June 4, to which the 
committee, supported by a resolution of 
the Annual Representative Meeting, had 
taken the strongest possible exception, 
was the subject of further correspon-. 
dence. The Ministry had now written 
pointing out that the procedure whereby 
insured persons were referred to 
specialists when this was considered 
necessary to enable the examining 
medical officer to report whether or not 
they were incapable of work was already 
well established, so that the Ministry 
presumed that the committee was con- 
cerned rather with cases where reference 
to a specialist was suggested not for the 
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purpose of determining incapacity for 
work but in the interests of the treatment 
of the patient. 


“The Minister appreciates the committee’s 
point of view on this matter and he is 
arranging that in those cases where the 
opinion of a specialist is considered to be 
desirable for reasons other than the satis- 
factory discharge of the reference, no steps 
will be taken for the specialist's examination 
before obtaining the consent of the insured 
person’s practitioner.” 


The chairman said that while it was 
recognized that the Minister's statement 
fairly set out the present position, it 


would be better in the interests of the _ 


patient and of the service in maintainin 
a high standard in the determination o 
incapacity if all approaches to the tuber- 
culosis officer came through the prac- 
titioner. The reply of the Ministry to the 
point which had been raised with so much 


_ emphasis must be considered satisfactory, 


but it still -left those cases which the 
Ministry considered it necessary to refer 
in order to have a satisfactory discharge 
of the reference on the issue of disability. 
It should be emphasized that action by 
the Ministry in other cases should lie 
only where a practitioner was persistently 
slack and careless, and in such cases it 
was the duty of fhe Ministry to draw the 


. attention of the Panel Committee to the 


practitioner’s dereliction. 
Fees of Part-time Referees 


A request was received that the com- 
mittee should take up with the Ministry 
of Health the question of an increase in 
fees payable to part-time medical referees 
employed by the Ministry of Health for 
the examination of insured persons 
referred by approved. societies. The 
present fee is two guineas a session, and 
as many as 13 persons are summoned for 
examination. e committee expressed 
the view that such fees should be in- 
creased, and asked for the concurrence 
of the General Practice Committee on 
the ground that the part-time medical 
referees in question are not alwavs and 
necesarily insurance practitioners, and 
also that the recommendation should be 
in harmony with those concerning fees 
paid by the Ministries of Labour, Pen- 
sions, and Education. 

The chairman reported that he had con- 
sidered the request of the Bristol Local 
Medical and Panel Committee for the 
formation of a new group consisting of 
Bristol, Somerset, Gloucester, and Glou- 
cestershire, so as to give the West 
Country improved representation. He 
had to confess, however, that after many 
attempts he had found it impossible so 
to redesign the areas as to meet this 
problem ne short of recasting 
the whole basis of representation of 

oups of committees on the [LA.C. 

very alteration appeared to create 
equally big difficulties in other areas. 


RETURN TO PRACTICE 


The Central Medical War Committee 
announces that the following have resumed 
civilian practice: Dr. I. G. W. Hill, at 14, 
St. John’s:Road, Edinburgh 12; Dr. L. H. 
Howells, M.R.C.P., at 71, Cathedral Road, 
Cardiff; Mr. A. E. Porritt, F.R.C.S., at 
3, Regent’s Court, Park Road, London, 
N.W.1; Mr. B. W. Rycroft, F.R.C.S., at 149, 
Harley Street, W.1; Dr. J. Simpson, 
M:R.C.P., at 69, Bridge Street, Cambridge ; 
Mr. Arthur S. Wesson, F.R.C.S., at Univer- 
sity College Hospital, Gower Street, W.C.1; 
Sir Russell Wilkinson, at 82, Portland 
Place, W.1. 


HEARD AT HEADQUARTERS 


A Busy Day 


Interesting computations are~ made 
sometimes of the practicable maximum of 
a doctor’s list, supposing the capitation 
method to continue, wholly or mainly, ih 


.a comprehensive national service with 40 


million insured persons. One estimate by 
a busy Lancashire doctor was given at a 
meeting of practitioners the other day. 
In his view, for what it is worth, any 
active general practitioner has it within 
his capacity to perform a daily routine of 
80 items of service. On the basis of 
a five-day week this would be 400 items, 
and of a fifty-week year, 20,000 items, 
and supposing that the average call upon 
a doctor for each insured person on his 
list is five times a year, we are given a 
maximum of 4,000 insured persons for 
each doctor. The arithmetic is unexcep- 
tionable, but some may be inclined to 


question the basic figure of 80 items 


ay. Even if the doctor’s day be 
extended to thirteen hours, it leaves less 
than ten minutes for each item. Country 
practice has to be reckoned as well as 
town, visits as well as attendances at the 
surgery, lengthy examinations as well as 
the signing of certificates. Moreover, is 
it not a fallacy to suppose that whatever 
may be the figure for annual calls by the 
egg insured population, it or anything 
a will necessarily hold good for the 
rest 


‘Protection of Practices: An Essex Proposal 


The Essex Panel Committee has made 
a proposal for extending the principle of 
the Protection of Practices Scheme to 
meet the case of returning doctors whose 
lists have been depleted during their 
absence. The proposai is for an amend- 
ment of the distribution scheme to secure 
to each such doctor for a limited period 
payment out of the practitioners’ fund to 
an extent not less than he received durin 
1939. The doctor will have the benefit o 
this payment for six quarters following 
his return to practice, unless, meanwhile, 
he has succeeded in building up his 
practice to the 1939 level. The scheme is 
to apply only to doctors who have not 
deputies or partners looking after their 
interests. At the peak figure it is esti- 
mated that the proposal would involve a 
sum representing about 1% of the prac- 
titioners’ fund, but it is see that this 
peak will ever be reached, partly because 
the doctors will not be réturning simul- 
taneously, and partly because the demand 
of any individual doctor may be expected 
to decline progressively from quarter to 
quarter as his normal practice grows. _ 

The Central Protection of Practices 
Committee of the B.M.A. views the pro- 

sal with sympathy, but insists that the 
insurance doctors in the area. must be 
consulted, and the scheme must proceed 
only if there is no substantial opposition 


to it. 
Returning Practitioners 


It is hardly surprising that there is a 
certain amount of complaint on the part 
of returning doctors about the state of 
their practices, not only because of the 
length of time involved but also because 
of the drastic changes in the residential 
and industrial circumstances of very 
many, if not most, areas. Admittedly 
there have been cases in which individual 
doctors left at home have failed to act 
in the spirit of the Protection of Practices 
Scheme. Legal action to the extent of a 


solicitor’s letter has been taken in some 
instances to enforce the carrying out of 
the contract by a practitioner who jg 
found not to be fulfilling his obligati 
and this has generally been enough 
produce useful results. 

It may well be, however, that returning 
practitioners would be better pleased to 
have such assistance as is provided in the 
Essex proposal described above rather 
than that punitive action should be taken 
against defaulters, which might afford 
them a certain moral satisfaction, but 
nothing more. 


National Insurance Defence Trust 


Dr. J. W. Bone, treasurer of the 
National Insurance Defence Trust, an- 
nounced at the last meeting of the trustees 
that the investments of the Trust, tak >n at 
the purchase price, now amount to over 
£306,000, and that the present market 
price is considerably above that level. A 
subcommittee has been appointed to in- 
vestigate the setting up of a guarantee 
fund which would bring the trust moneys 
up to £1,000,000. In some quarters it 
has been suggested that the National In- 
surance Defence Trust might help doctors 
returning from active service to re-estab- 
lish themselves in practice. This point 
has been put to the solicitors to the 
Trust, who find, however, that they can- 
not advise that it would be within the 
objects of the Trust to make grants of 
this kind. The financial support that = 
be given is cases in 
support is requi because practi- 
Goners have suffered from the action 
taken by them in consequence of the 
policy laid down by the central body of 
insurance practitioners, and this can 
hardly be stretched to cover enlistment in 
the Forces. 

The difficulty of such a Trust is that its 
terms may not be varied without the 
sanction of all contributors, and any 
objecting contributor could proceed 
through the courts, to obtain an injunc 
tion. That any contributing practitioner 
would do such a thing is a remote contin- 
gency, but when it comes to many 
thousands ~~ the possibility can- 
not be ignored. 


Shortage of Radiographers 


It is not only hospital nurses who are 
“in short supply” but also trained 
auxiliaries. There is an acute shortage 
of qualified radiographers, and this at a 
time when there is a general tendency 
for the work in hospital x-ray depart 
ments to increase. So acute is the short 
age that the L.C.C. is proposing to meet 
it in an unusual way. It already has a 
recruitment of pupil radiographers from 
State-registered nurses who have 
trained in its hospitals, and who, as pupt 
radiographers, have a fixed salary. It is 
now proposed to admit for training at two 
of the large council hospitals—Hammer- 
smith and Lambeth—candidates of both 
sexes who are not State-registered nurses 
and who will be known as student radio- 
graphers, but without salary during their 
training ; on the other hand, they will not 
have to pay any premium. To have two 
classes of people doing the same work, 
one called students and the other call 
pupils, one paid and the other not paid, 
seems anomalous, but the position 
probably regulate itself. 


Depressing Hospitals 


The other day I went to see a friend 
who, tecovering from a severe operatict, 
is in a private room in a volun- 
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tary hospital. The room, for which he 
pays eight guineas a week, is deplorable 
in its workhouse-like, its prison-like 

rance. The walls have a plain wash 
of ugly green, entirely unrelieved. 
Neither in the rocm itself nor in the 
scene from the window is there anything 
to please the eye. The surgical service is 
all that can be desired; the nursing 
service, allowing for present stringency, 
is tolerable ; but the room itself—and the 
same applies to the public wards—is 
depressing in the extreme, and calculated 
to delay the recovery of any invalid. 
Cannot the administrators of hospitals 
devise some scheme whereby rooms and 
wards are given a touch of colour and 
decoration? Cannot they have curtains, 
bright paint? It can scarcely be a 
question of cost. It is more a question 
of someone's initiative and the exercise of 
taste. The therapeutic effect of cheerful 
surroundings seems to be entirely dis- 
regarded in at any rate some of our larger 
hospitals. 


A NATIONAL HEALTH SERVICE 


Readers of the Fortnightly for October are 
well served by Mr. H. S. Souttar’s article 
on a National Health Service. In an article 
of the very readable length usual in that 
journal he has managed to cover the history 
of medical planning from 1929, when the 
B.M.A. made its first proposals for a general 
medical service for the nation, to the dis- 
cussions last summer between the Negotia- 
ting Committee and the Ministry of Health, 
which, he points out, had resulted in sub- 
stantial agreement on proposals that would 
have formed an acceptable basis for a com- 
plete scheme. Thus, most of what Mr. 
Souttar writes is history and too well known 
to need repetition here, but he does take up 
the 100% issue for the benefit of the lay- 
man. It is easy, he says, to arrive at an 
income limit for the services of a general 
practitioner, but quite a different proposition 
when it comes to the very much more expen- 
sive services rendered by a hospital. Then 
there are people who value a greater degree 
of personal attention than is possible in a 
public service and are ‘to pay for 
it, and it would be hard if they were de- 
prived of any advantage it may offer. A fair 
compromise, states Mr. Souttar, is to in- 
clude everyone in the service “ but equally 
to leave everyone free to make independent 
arrangements if they wish.”” There would 
not, of course, be any question of better 
treatment, because those responsible for the 
services would see that a// treatment was the 
best possible. With such a total service 
every individual would receive a treatment 
card, which, if he wished to avail himself 
of the public service, he would take to the 
doctor of his choice. He would then be on 
that doctor’s list, but that doctor would be 
free to refuse any patient, and equally free 
to treat and charge as a private patient any 
person not on his list. Moreover, a patient 
would be free at any time to transfer from 
public to private service, or vice versa. The 
services of a consultant would be available 
to every patient on the reference of his 
general practitioner, who would also be able 
to arrange private consultant and hospital 
treatment for a public patient or obtain 
Public hospital or consultant services for a 
Private patient. There would thus be com- 
plete freedom of action in every direction. 
These proposals, Mr. Souttar concludes, 
would ensure that every man, woman, and 
child could rely on getting all the advice and 
care and treatment they required, regardless 
"of their financial position or of any con- 
sideration other than their real need. 


THE “ VOLIMS” COMMITTEE 
In June, 1944, at the request of the chair- 
man of the Consultant Services Com- 
mittee of the three English Royal 
Colleges and other consultant represen- 
tative bodies, a general representative 
meeting was held at the Royal College of 
Physicians of the non-undergraduate 
teaching consultants of the Metropolitan 
area. It was a large mecting and was con- 
fined to such consultants as were attached 
to the 150 or more non-undergraduate 
teaching voluntary hospitals of London— 
that is to say, it was a representative 
meeting excluding consultants attached to 
undergraduate teaching schools and also 
any medical men of consultant status who 
were in whole-time local government 
service. 

Following this meeting a committee of 
fourteen was elected, with Mr. W. E. 
Tanner as chairman and Dr. T. Rowland 
Hill as secretary. This committee, now 
— as the Volims Committee (a word 
ormed out of some of the initial letters 
of the phrase “Voluntary hospitals of 
London independent of medical schools”), 
worked regularly thereafter to prepare a 


plan for a consultant and specialist 
service for the nation. This plan has 
been published under the title “A 


Regional Consultant and _ Specialist 
Medical Service based on University 
Medical Centres,” and copies may be 
obtained upon application to the secretary 
of the committee (14, Wimpole Street. 
W.1). [We referred to the publication of 
this plan on June 30 last (p. 130).] 

Three members of the Volims Com- 
mittee are on the Consultant Services 
Committee, and play their part in express- 
ing the opinions of the type of ccn- 
sultant they represent. The committee 
recently called a general meeting of non- 
undergraduate teaching consultants in the 
London area to report to them, to present 
its plan for their comments. and to 
refresh itself generally with their present 
views. This meeting unanimously 
approved the committee’s plan and, also 
unanimously, decided that co-operation 
between the committee and the associa- 
tion of the major non-teaching voluntary 
hospitals which had recently been formed 
should be as close as possible with, so far 
as practicable, the same personnel serving 
in the Metropolitan area for the two 
bodies. 


BATTESON TESTIMONIAL FUND 
We are asked to inform all who wish to 
contribute to the testimonial to Dr. C. L. 
Batteson, who retires this year from the post 
he has held for 21 years of secretary to the 
London Local Medical and Panel Com- 
mittee, that the fund will be closed on 
Oct. 31. Subscribers, of whom it is hoped 
there will be a goodly number, should send 
their remittances on or before that date to 
the Treasurer, Batteson Testimonial Fund, 
London Local Medical and Panel Com- 
mittee, Tavistock House, Tavistock Square, 
W.C.1. 


Sir William Douglas, Permanent 
of the Ministry of Supply since 1942, has 
now taken up his duties as Permanent Secre- 
tary of the Ministry of Health on the retire- 
ment of Sir John Maude. Mr. W. W. Andrew 
has relinquished his duties as senior regional 
officer, Ministry of Health, London Region, 
on his retirement from the Civil Service, and 
is succeeded by Mr. A. H. King, the deputy 


Correspondence 


Medical Recruitment to the R.A.F. 


Sir,—Your.columns show that there is 
increasing discontent among medical 
officers in the R.A.F. One of the most 
potent reasons for this is the fact that for 
nearly a year the number of new entrants 
into the medical branch has been negk- 
gible. Medical officers who are in con- 
tact with their teaching hospitals know 
that house officers are being allowed te 
remain in B2 appointments, and that the 
Government has made no serious attempt 
to review those who are holding more 
senior appointments. 

From the announcements made recently 
in the Press the total strength of the 
R.A.F. is going to be close on three- 
quarters of a million in June, 1946. This 
will presumably call for approximately 
1,500 medical officers. Unless very large 
numbers of serving medical officers are to 
be retained for long periods it is essential 
that the Government should insist on all 
newly qualified practitioners joining the 
Services after six months of house 
appointments, and that a careful review 
shall be made of all who hold more 
senior posts. Decisions regarding the 
call-up of medical man-power rest with 
the Government and not with the Service 
Ministries. The Government's present 
policy of allowing the recently qualified 
to remain in civil posts while retaining in 
the Services many who are older and more 
experienced in practice is surely short- 
sighted. 

At the present time there are large 
numbers of medical officers in all Services 
employed on sedentary duties in the 
United Kingdom. There must be many 
relatively young medical men in_ this 
country who have been rejected for 
service owing to minor disabilities, which, 
though rendering them unfit for con- 
ditions in the Tropics, certainly would not 
preclude service in Great Britain or 
Germany. I suggest that there should be 
a review of all those practitioners who 
have in the past been rejected . as 
medically unfit, with a view to calling up 
those who are fit for service in the Forces 
at home or in Germany. 

During the next few months many of 
the medical officers who joined the 
Services in 1939 and 1940 will be 
released. A considerable proportion of 
these will desire to obtain hospital 
appointments and can replace newly 
qualified men holding B2 and B1 posts.— 


I am, etc., 
J. J. CONYBEARE. 
Guy’s Hospital, London, S.E. 


In the Far East 

Smr,—The anxiety of doctors in the 
Naval medical service is directly propor- 
tional to the apparently confused ideas 
of those making appointments relating to 
new establishments in the Far East; and 
the sluggish effort to acquaint us with the 
rate of demobilization is, I believe, corre- 
lated to this confusion. To quote one 
example. For the past six months this 
establishment of between 1,300 and 1,500 
men has been supplied with six doctors. 
(For seven weeks of this period there 
were 2,100 men, and we were given two 
more doctors, until they left a short time 
before the Japanese surrender.) The 
numbers have now dropped to 1,000, and 
another medical officer has appeared, 
making the number of the permanent 
staff up to seven. This new arrival was 
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told in London eight weeks ago that he 
would be the first to arrive at this isolated 
spot, but while later awaiting transport 
from a neighbouring station out here, 
some distance away, was informed by its 
senior medical officer that he would be 
the third. 

I would suggest that if such gross dis- 
crepancies are permitted to occur those 
in authority at the Admiralty be pressed 
to communicate and discuss with the 


C.M.W.C. the numbers of medical officers . 


in ships and establishments in relation to 
their complement. For what reasons 
could opposition be raised to this sugges- 
tion? 

_In the hope that I shall personally be 
disillusioned no further I must remain 
anonymous.—I am, etc., 


SurG. R.N.V.R.” 


Sirn—An aspect of demobilization 
which can hardly have escaped the notice 
of readers of the Journal, though it has 
not been commented on, is the marked 
disparity between the numbers of new 
entrants into the three Services. During 
the last twelve weeks the commissioning 
of 183 doctors has been announced, 173 
of whom have gone into the Army, 10 
into the R.A.F., and none into the Navy. 
It is significant, that the Army is able to 
release more groups than either of the 
other two Services. If the facts are as 
suggested by the lists published in the 
Journal, this is surely a case in which the 
C.M.W.C. could, but does not, take 
action to obtain equity between the 
Services—I am, etc., 

“R.A.F.V.R.” 


*." The Secretary of the C.M.W.C. 
writes: The Central Medical War Com- 
mittee has no alternative but to allocate 
the available recruits to the three Services 
in the proportions determined by the 
Government, which is responsible for 
both the recruitment plan and the release 

lan. The Committee is at present await- 
ing fresh Government decisions as to the 
recruitment “ quotas ” and the position of 
medical officers in the accelerated release 
programme. 


The Young Specialist 

Sir,—I should like to add my mite to 
the waxing volume of dissatisfaction with 
medical demobilization, this time from 
the point of view of the young specialist 
—i.e., who obtained a higher quali- 
fication in the three years prior to the 
war—who, because of Territorial com- 
mitments or from other patriotic motives, 
joined the Forces before he need have 
done, and thereby now finds himself in 
release groups 16 to 25. He suffers from 
uncertainty of date of demobilization, six 
years’ absence from home, and lack of an 
established position to which to return. 
To my mind this could easily be remedied 
as follows: 

1. In the Army, at least, general duty 
M.O.s have now a definite prognosis up 
to Group 23 and demobilize themselves 
with as little fuss as other ranks, whereas 
specialists not only lag behind their 
groups, but are given no prognosis at all 
and eventually only a few days’ notice 
from the War Office. Surely the number 
of specialists in each group could be 
ascertained and hence a definite prognosis 
given. This would be of considerable 
help in applying for appointments. 

2. Establishments built up to cope 
with a large estimated and unrealized 
casualty intake could now be immediately 


reduced, thereby releasing a large number 
of redundant and idle specialists. 1 know 
there is strong opposition to this in the 
higher ranks, but all good things must 
come to an end. 

3. The intake into the Forces of young 
“ indispensable ” civilian specialists could 
be speeded up, and wouid more than 
compensate for the loss of serving 
specialists. After all, not only have we 
been Separated from our families com- 

letely for four years and partly for two, 

ut, whatever we may have gained in ex- 
perience, we are stiil six years behind our 
civilian contemporary in home contacts 
and establishment. It would not be a 
comparable hardship for them to do, say, 
two years in the Forces now, with little 
— hardship and regular leave. One 
is led to suspect their * indispensability ” 
is not so impregnable after all. p 

I regret to wish to remain, anonymous, 
and sign myself 


“QUONDAM VOLUNTEER.” 


Short-service Commissions and Release 


Sir,—*“ Medico, R.A.M.C.” holds a 
short-service commission and asks (Sup- 
plement, Oct. 6, p. 79): “Why can’t 
we be treated the same as any other 
doctor and be included in the age-and- 
service groups?” I agree with him that 
it is rather hard that he should be 
retained until general demobilization. It 
would be better if he were considered to 
have joined up at the time of completing 
his five years’ short-service commission. 
He could then be released in the age-and- 
service group scheme, and be treated the 
same way as any other doctor. As a 
regular 1 feel he has but little to grouse 
about. He did at any rate want to be 
in the Army for five years, and many of 
us (including myself) have been in it for 
six years without ever wanting to be in 
it at all—I am, etc., 


EMERGENCY COMMISSION.” 


\ 


H.M.Forces Appointments 


TERRITORIAL ARMY 
RoyAL ARMY MEDICAL CorRPS 


War Subs. Lieut.-Col. J. B. Forsyth to be Major. 
War Subs. Major M. S. Good to be Major. 


LAND FORCES: EMERGENCY COMMISSIONS 
RoyAL ARMY MEDICAL CORPS 

War Subs. Major T. A. H. Munro to be a Con- 
sultant, and has been granted the local rank of 
Brig. 

War Subs. Major H. E. S. Stiven has relinquished 
his commission, and has been granted the honorary 
rank of Lieut.-Col. 

War Subs. Capt. J. E. Semple has relinquished his 
commission on account of disability, and has been 
granted the honorary rank of Major. 

War Subs. Capts. E. Howitt, K. V. Navare, and 
H. Josephs have relinquished their commissions on 
account of disability, and have been granted the 
honorary rank of Capt. 

A. Bearblock to be Lieut. 


WOMEN’S FORCES 
EMPLOYED WITH THE R.A.M.C, 

War Subs. Capt. S. Reid has relinquished her 
commission, and has been granted the honorary 
rank of Capt. 

ROYAL AIR FORCE 
RESERVE OF AIR FORCE OFFICERS 

Fl. Lieut. (Temp. Squad. Ldr.) A. W. Callaghan 
has relinquished his commission on account of 
medical unfitness for Air Force service, retaining 
the rank of Squad. Ldr. 


RoyYAL Air FoRCE VOLUNTEER RESERVE 

Squad. Ldrs. (Temp.) H. S. H. O’Conor and 
T. A. W. Edwards have been granted the rank of 
War Subs. Squad. Ldr. 

Fl. Lieuts. S. Stanford and G. P. Barclay have 
relinquished their commissions on account of 
medical unfitness for Air Force service, retaining 
their rank. 


INDIAN MEDICAL SERVICE 


Lieut.-Col. G. B. Hanna, O.B.E., retired 
account of ill-health. 


ARMY IN BURMA RESERVE OF 
OFFICERS 
EMERGENCY COMMISSIONS 
S. Yee to be Lieut. 


POSTGRADUATE NEWS 
ourteen-day refresher courses (22 sessi 
medical officers returning from H.M. Forse on 
begin at Addenbrooke’s Hospital, Cambridge, on 
Monday, Nov. 5, and at Southend-on-Sea Gen 
Hospital on Monday, Dec. 3. Applications for 
further information and admission to these courses 
should be made to Dr. Firth, Trinity Hall, Cambridge. 


The Fellowship of Medicine announces: () 
Week-end course in rheumatic diseases, at Royal 
Bath Hospital, Harrogate, all day, Sat. and Sup, 
Nov. 3 and 4; (2) Week-end course in diseases of 
the ear, nose, and throat, at Metropolitan Ear, Nose, 

Throat Hospital, all day Sat. and Sun., Noy. 
10 and 11; (3) Primary F.R.C.S. course, January 
to April, 1946, three evenings weekly, 6 p.m. to 
8.15 p.m. Full particulars of all courses from the 
Fellowship of Medicine, 1, Wimpole Street, W. 


WEEKLY POSTGRADUATE DIARY 

GLasGow UNIVERSITY: DEPARTMENT OF Opy 
THALMOLOGY: Wed., 8 p.m., Mr. R. C. Davenport: 
St. Dunstan’s in the Recent War. 


DIARY OF SOCIETIES AND LECTURES 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lin- 
coln’s Inn Fields, W.C.—Erasmus Wilson Demon. 
strations by Mr. R. Davies-Colley: Mon., 5 p.m. 
Specimens illustrating cysts and innocent tumours 
of the breast; Wed., 5 p.m., Specimens illustrating 
malignant tumours of the breast. Thurs., 5 p.m., 
Mr. L. E. C. Norbury: Certain Conditions of the 
illustrated by specimens and lanter- 
s 


RoyaL Society OF MEDICINE.—Mon., 6.30 p.m., 
Section of Odontology. Tues., 5 p.m., i 
of Medicine. Thurs., 5 p.m., Section of Urology. 
Fri., 3 p.m., Section of Epidemiology and State 
Medicine; 4.30 p.m., Section of Disease in 
Children. 

Roya. Instirure oF PusLic HEALTH AND HYGIeNe, 

yne : Some Aspects o! ic Responsi- 
bility for Child Health. 


B.M.A.: Branch and Division Meetings to 
be Held 


GREENWICH AND DeptrorD Drvision.—Joint 
meeting with Woolwich, Lewisham, and Camberwell 
Divisions at Miller General Hospital, Greenwich, 
S.E., Wednesday, Oct. 24, 8.15 p.m. Consideration 
of a resolution calling for an examination of the 

ds of the respective areas of the four Divisions 
“* with a view to devising the best schemes of medical 
service.” Dr. A. Macrae (Deputy Secretary, B.M.A.) 
will be present to answer questions. 

LeiGH Division.—At Boar’s Head Hotel, Leigh 
Tuesday, Oct. 23, 8.15 p.m. Annual general meet 
ing. Dr. G. E. Hayward: Deafness. 

Swansea Division.—At Swansea General Hospital, 
Thursday, Nov. 1, Clinical meeting. 

WAKEFIELD, PONTEFRACT, AND CASTLEFORD 
Division.—At Clayton Hospital, Wednesday, Oct 
31, 8.15 p.m., Mr. G. Armitage: H. oidism. 


BIRTHS, MARRIAGES, & DEATHS 
The charge for an insertion under this head ts 
10s. 6d. for 18 words or less. Extra words 3s. 64. 
for each six or less. Payment should be forwarded 
with the notice, authenticated by the name 
permanent address of the sender, and should reach 
the Advertisement Manager not later than first post 
Monday morning. 
BIRTHS 


CraiG.—On Sept. 16, 1945, at Harcourt Nursing 
Home, Dublin, to Cicely (née Huggard), wife of 
Squad. Ldr. J. K. Craig, R.A.F.V.R., a son. 

Davipson.—On Oct. 9, 1945, to Josephine (née 
Cartwright), wife of Ian M. Davidson, M.D., 
F.R.C.S.Fd., 1, Eden Mount, Stanwix, Carlisle, 
a daughter. 

HuccGetr.—On Oct. 8, 1945, to Esther M. Killick 
and Arthur St. G. Huggett, a girl. 


MARRIAGE 
CaIRNS—WILSON.—-On Sept. 29, 1945, at 
Robert J. Cairns, M.B., M.R.C.P., to 
Theresa Wilson, S.R.N. 


SILVER WEDDING 
—ANDREWS.—On Oct. 21, 1920, at Ipswich, 
Dr. Neville Hood Linzee to Blanche Co 
(Maidie) Andrews. Present address: G 
Lodge, Thames Ditton. 
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